Abstract: Juveniles with sexual behavior problems are a unique and increasing population. As best practice research continues to investigate their particular characteristics and treatment options, one important factor to consider is the presence of cognitive distortions, or the thinking patterns that can be used to justify offending behaviors. A controlled experimental evaluation design with 19 juveniles with sexual behavior problems residing in secure care was utilized to examine the impact of the Louisiana treatment program for juveniles with sexual behavior problems. The Louisiana treatment program is an integrated cognitive behavior program and addresses cognitive distortions related to sexually maladaptive behaviors. Participants were randomly assigned to either the control (n = 9) or experimental groups (n = 10), and survey data was collected from all participants pre and post treatment. The results of this study revealed a significant decrease in cognitive distortions, as measured by the Bumby Cognitive Cardsort RAPE and MOLEST scales (Bumby, 1996) within the experimental group with no significant differences indicated within the control group. Although the small sample size of this study present a concern when generalizing the results, these findings offer preliminary support of structured treatment as a best practices alternative, specifically in decreasing the sexually maladaptive cognitive distortions typically associated with sexual offenses. Future research, specifically with replication at additional facilities, is strongly recommended.
INTRODUCTION
The magnitude of the problem involving juvenile sex offense is well documented [1] [2] [3] . Sexual offending is defined as "non-consensual sexual behavior involving another person and encompassing force and/or manipulation" [4] . Juveniles commit approximately 20% of rapes and anywhere from 20-50% of child sexual abuse cases in the United States each year [5] . Trends in rates of juvenile sexual offense arrests as well as recidivism over the last 10 years have shown little decline [4] . As the number of juvenile sex offenses continues to rise, the tangible and intangible costs to victims, communities, child welfare systems, and state correctional facilities will also grow [2] . Best practices for juveniles with sexual behavior problems aim to maximize the juvenile's family involvement and make more connections to neighborhoods, friends and culture while implementing teaching, modeling, and mentoring strategies toward successful community reintegration [4] . Adjudicated juveniles with sexual behavior problems are frequently mandated to participate in treatment programs while housed in residential and secure care facilities [3] . Juveniles with sexual behavior problems are often more treatable than adult offenders for several reasons. For instance, an adolescent's sexual behavior may be less deeply ingrained, and adolescents are still exploring pathways to sexual gratification [8] . There is a lower level of risk for reoffending among juveniles with sexual behavior problems that complete treatment programs. It is therefore important that treatment be structured, and above all, evidenced-based [9] . Within the juvenile justice system, evidenced-based treatments are defined as "a body of knowledge, also obtained through the scientific method, on the impact of specific practices on targeted outcomes for youth and their families" [7] . In working with juvenile corrections-based populations, evidenced-based treatments utilize several outcome principles. These include assessment of risks and needs, enhancing intrinsic motivation for change, providing objective interventions that are structured, skills training, using positive reinforcements, utilizing community resources for support, and providing measurable feedback through assessment of practices and processes [10] . For juveniles with sexual behavior problems, there are important treatment goals, which are considered universal, based on the work of the National Task Force on Juvenile Sex Offending [11] . It is important to note that most evidenced-based programs will have these goals integrated into their treatment protocol to ensure optimum outcome [12] .
There are several elements that appear to be core aspects of treatment for juveniles with sexual behavior problems and are often seen across evidenced-based protocols. One common element is the inclusion of psychoeducational components related to sexual offending as a core aspect of treatment. These are often delivered in a group or didactic format and are meant to enhance individual work. Topics can include victim awareness, cognitive distortion, arousal re-conditioning, sex education/positive sexuality, anger management, social skills training, substance abuse, and the sexual assault cycle [7] . Pharmacotherapy is often combined with treatment as well [12, 13] . Additionally, some pharmacological agents can be used to treat sexual hyperarousal, which can contribute to deviant sexual behaviors and increase risk of reoffending [14] .
Relapse prevention is also a common element in treatment for juveniles with sexual behavior problems. Originally designed for work with substance abuse, relapse prevention has excellent clinical utility with maladaptive behaviors as well [14] . For juveniles with sexual behavior problems, relapse prevention stresses that sexual behaviors are not impulsive, but part of a pattern of action with warning signs based on the individual offender's personality. Relapse prevention also stresses that the risks of reoffending are always present, and the offender must learn to not only recognize precursors, but also learn and utilize new skills to cope with times of high risk for relapse. Treatment programs often contain cognitive-behavioral (CBT) techniques as part of protocol as well. There are several specific targets for CBT interventions with juveniles with sexual behavior problems, including deviant sexual arousal, thinking errors, belief systems, and self-regulation [8] . Cognitive Behavioral Treatment elements are often a fundamental part of group work with adolescent offenders, and will focus on improving interpersonal relationships skills. Also, a group CBT approach allows the offender to take responsibility for their behaviors in front of other peers, and learn to identify and restructure cognitive distortions [15] . Victim empathy can also be addressed through group CBT techniques. Cognitive Behavioral Treatment provides a treatment modality to address many of the clinical concerns of juveniles with sexual behavior problems and continues to be a main stay in treatment programs [7] .
Of particular interest in treatment for juveniles with sexual behavior problems is the overwhelming presence of cognitive distortions in both juvenile and adult offenders. These were first recognized by Abel, Becker, and Cunningham-Rathner in their work with male adult child molesters in 1984 [16] . Cognitive distortions are defined as the "internal processes, including the justifications, perceptions, and judgments used by the offender to rationalize his…behavior" [17] . Cognitive distortions cannot be assessed directly, but can be assessed based on their cognitive products. Examples of cognitive products include self-statements (e.g. 'I was only fooling around') or attitude statements (e.g. 'Sometimes touching a child sexually is a way to show love and affection') [18] . More recent theories have extended work on cognitive distortions to include the concept of schemata, which are defined as cognitive storage devices which hold knowledge and process incoming information according to previous experience. Ward proposed that cognitive distortions are based on schemata which represent beliefs about victims, groups of individuals and beliefs about how they should behave (e.g. focusing on their own gratification first) [19] .
Cognitive distortions and schemata represent an important element in evidenced-based treatment of juveniles with sexual behavior problems. In fact, most practitioners believe that they are an important target in treatment. Cognitive distortions have been shown to occur throughout the offending cycle, and often as part of a complex cognitive interplay between personal and interpersonal experiences [20] . These distortions have been also conceptualized as a way for offenders to avoid the guilt and shame that their behaviors induce [17] . Cognitive distortions are seen as both contributing to and maintaining offending behaviors, increasing the risk of reoffending [19] . Evidence-based treatments for juveniles with sexual behavior problems will often incorporate CBT techniques, along with group and family interventions in order to address these distortions [21] .
A high number of juveniles with sexual behavior problems also have comorbid psychological disorders as well, which require assessment and treatment. Common disorders in the population include anxiety disorders, depressive disorders, psychosis, attentiondeficit/hyperactivity, behavior disorders such as conduct disorder, and substance abuse disorders [13, 10] . Estimates for male juveniles with sexual behavior problems in treatment with a mental health diagnosis range from 20%-60% [1] . Conduct problems are frequently seen in juveniles with sexual behavior problems, along with antisocial tendencies [7] . In terms of personality characteristics, dependent, schizoid, and avoidant traits are found most often in this population [4] . Youth with high levels of reported mental health symptoms often receive longer sentences and frequently will not qualify for community based programs, resulting in more time in residential settings and/or incarceration [11] . It is therefore critical to have a full understanding of possible mental health needs during the course of treatment. Although many treatment programs will assess for mental health disorders, rarely are improvements in level of distress used as markers of successful treatment. Since psychological disorders have been shown to be a strong etiological factor in sexual offending, more research is needed with a focus on psychological factors and treatment success [22] .
Many treatment programs being utilized with juveniles with sexual behavior problems are not necessarily designed for this population, or were adapted from programs utilized with adult sex offenders [15] . This can be problematic, as juveniles with sexual behavior problems have unique needs, requiring an approach to treatment with their developmental needs in mind. For example, keeping the juvenile with family if possible and participating in outpatient treatment in the community is ideal [8] . However, not all juveniles can be safely managed and treated in a less restrictive environment. Inpatient care is typically recommended for juveniles with sexual behavior problems in the following situations: (1) the offenses have been numerous and/or have involved more than one individual; (2) aggression was used during the assault(s); (3) severe emotional and behavioral problems are present; (4) antisocial attitudes are demonstrated; (5) there is poor motivation for treatment; (6) suicidal or homicidal ideation is present; (7) a volatile relationship at home threatens the safety of the individual; and (8) a victim is present in the juvenile's home [23] .
There are several evidenced-based treatment programs being utilized in treatment for juveniles with sexual behavior problems within the United States that have been designed specifically for juveniles with sexual behavior problems, and several specifically for juveniles. These programs have undergone research and demonstrated moderately successful outcomes. Outcomes, however, have not been standardized across studies, and can vary from program to program. Typically, effectiveness studies for juveniles with sexual behavior problems focus on recidivism, minimizing other measurements of clinical improvements [24] . For juveniles with sexual behavior problems, recidivism is primarily concerned with repeat sexual offenses [4, 9] . Although risk of reoffending is an important treatment consideration, the failure to direct adequate attention to treatment modalities that successfully modify other therapeutic needs undervalues the importance of providing benefits and improving the well-being of the juvenile individually.
Numerous researchers have called for more extensive research diversifying treatment outcome measures. For example, an important study by Rehfuss et al. observed that few of the more current studies have sought to measure the treatment effectiveness in terms of interpersonal changes or reduction in psychopathological symptoms [3] . Not only was recidivism utilized as the primary measure of treatment efficacy in most studies, but there was a distinct lack of true experimental designs in the literature. Although there are ethical challenges in utilizing experimental designs, it becomes difficult to claim superiority of treatment interventions without consideration of this limitation. While the need for effective treatment programs is widely recognized, the prevention of juvenile sex offense will benefit from validation of treatment protocols that effectively measure interpersonal and psychopathological [21] .
In response to this gap in the literature, the current study examined interpersonal and psychopathological changes in juveniles with sexual behavior problems participating in treatment as usual or in the Louisiana treatment program for juveniles with sexual behavior problems. The Louisiana treatment program for juveniles with sexual behavior problems is an integrated approach employing CBT which promises further reductions in recidivism as well as interpersonal changes, resulting in a healthier attitude and perspective toward sexual behavior [21] . Underwood et al. report that among treatment groups at moderate risk, adolescents receiving this approach to treatment "significantly increased their ability to accept responsibility for offenses, develop internal motivation for change, understand risk factors and apply risk management strategies, empathize, show remorse and guilt, analyze cognitive distortions, and maintain quality of peer relationships" [7] . The Louisiana treatment program also demonstrates significant reductions in recidivism, which, based on current treatment literature is an important marker of success. For example, the Louisiana treatment program for juveniles with sexual behavior problems effectively reduced recidivism rates of juveniles in secure care and community programs with a sexual recidivism rate of 1.6% for the period from 2009-2013 [21] .
The Louisiana treatment program for juveniles with sexual behavior problems has demonstrated numerous program successes, including "screening and assessment of risk and psychosocial needs, completion of initial and master treatment plans, establishment of sex offender specific treatment goals, impact of the treatment program and community reintegration" [21] . Behavioral health and sex offender specific treatment interventions utilized within the Louisiana treatment program for juveniles with sexual behavior problems program include (1) individual counseling and case management, (2) family interventions (if feasible and appropriate), and (3) crisis intervention services, and (4) structured sex offender specific treatment based upon curriculum lessons. Individual counseling targets individual behavioral deficits, cognitive distortions, empathy deficits, anger management, problem solving, arousal reconditions, developmental needs, and fosters the skills required by individual residents to manage and cope with different persons, places, and situations.
PURPOSE OF THE STUDY
The purpose of the current study is to examine interpersonal and psychopathological changes in juveniles with sexual behavior problems receiving the Louisiana treatment program for juveniles with sexual behavior problems treatment protocol as opposed to treatment as usual. Interpersonal/psychopathological variables examined include: 1) depression symptoms as measured by the Children's Depression Inventory-2 (CDI-2) [25] ; (2) anxiety symptoms as measured by the Revised Children's Manifest Anxiety Scale-2 (RCMAS-2) [26] ; (3) negative attitudes toward women as measured by the Hostility Towards Women Scale (HTW) [21] ; and (4) cognitive distortions related to sexually maladaptive behaviors as measured by the RAPE and MOLEST scales [21] . In light of the many theoretical approaches and numerous treatment options available to practitioners addressing the needs of juveniles with sexual behavior problems, the need for empirical evidence supporting the efficacy of treatment approaches, which do not focus solely on recidivism is apparent. Research questions include the following: (1) Are participants who receive the Louisiana treatment program for juveniles with sexual behavior problems more likely than participants in the control group to experience greater improvements in psychological factors, such as depression, anxiety, negative attitudes towards women and cognitive distortions related to sexually maladaptive behavior? And (2) Do participants in the experimental group exhibit greater reductions in cognitive distortions than the control group?
Hypotheses for the current study reflect the anticipated success of the Louisiana treatment program for juveniles with sexual behavior problems in comparison to standard treatment. They also reflect awareness in the literature regarding a need for comparative analyses of treatment options examining factors other than recidivism. Specifically, the researchers expect to find that participants in the experimental group will experience greater reductions in depression, anxiety, negative attitudes, and cognitive distortions than those in the control group. Additionally, the researchers expect that participants in the experimental group will experience greater reductions specifically with regards to cognitive distortions. These findings will provide additional information regarding not only reducing recidivism, but also the importance of other variables in determining treatment success. This additional knowledge can contribute positively to the treatment literature as well as inform social justice policy and advocacy for juveniles with sexual behavior problems.
METHOD

Participants
Participants included 19 adjudicated juvenile male sex offenders aged 12-17 who had been mandated to care in a secure care program. All participants were individuals who had gone through an adjudication process through the court and had been legally required to reside at the facility and to undergo treatment. Although the sample size is small, the opportunity to investigate the effectiveness of Louisiana treatment program for juveniles with sexual behavior problems in a randomized, experimental design justifies considering these findings. With the help of staff input, potential participants were selected randomly from the juvenile population and invited to participate in this study.
Louisiana Treatment Program for Juveniles with Sexual Behavior Problems
The independent variable in this study is the Louisiana treatment program for juveniles with sexual behavior problems, a multi-faceted treatment protocol that takes the juvenile through an initial phase of screening and assessment, through cognitive behavioral health treatment interventions, leading to successful discharge from the program. This approach relies upon a standardized treatment curriculum facilitated through both individual and structured sex offender specific group activities. The program is a four phased approach designed for 6-12 months of care. Screening and assessment protocols ensure that participants receive a comprehensive behavioral health and sex offender specific needs assessment that is both timely and culturally sensitive. The rationale for the criterion of adjudication is based on legal documentation of the juvenile having committed a sexual offense that is serious enough in nature to warrant placement in secure care [11] .
Sex offense specific groups are part of the treatment curriculum and consist of curriculum lessons spread over the duration of the program to provide a treatment environment in which participants learn to recognize aberrant or distorted views that lead to sexual misconduct. Key components of treatment include (a) introductions to critical concepts, such as impulse control, (b) learning to understand the connection between problematic sexual behaviors and the skills required to manage them, (c) the mental health thera pists and direct supervision staff members' modeling of self-management and coping skills together with the juveniles practicing the skills through role-playing exercises, (d) clinical homework assignments (curriculum lessons) designed to promote retention, understanding, and application of learned skills, and (e) outcome assessment and measurement of concept and skills acquisition and utilization. At the completion of the program, participants would be expected to demonstrate requisite skills within the therapeutic environment and also in the social environment in which the individual lives and functions [11] .
Treatment as Usual
Treatment as usual in this secure care facility in the northwestern United States facility includes three specific program curricula: (1) Elements of the Pathways workbook [27] , (2) Elements of the Footprints:
Steps to a Healthy Life [28] , and (3) Elements of the Roadmaps to Recovery [29] . Treatment is administered according to following guidelines: (1) Five, ninetyminute sex offender specific group sessions per week, (2) a life skills group meeting daily, (3) individual therapy once per week, (4) and family therapy once per month. Juveniles are assigned to specific groups based on standard pre-assessment testing assessment for (1) suicide risk and (2) risk of self-harm. Treatment as usual does not rely upon a standardized treatment curriculum or a treatment phased approach.
Instruments
Demographic Questionnaire
Participants were asked to fill out a demographic questionnaire upon agreeing to participate in the program. The demographic questionnaire obtained information on age, race/ethnicity, level of education completed, past history of sexual abuse received, past history of charged sex offense, and past history of confinement and treatment.
Children's Depression Inventory-2 (CDI-2)
The CDI-2 is a self-report instrument for children ages 7-17. The CDI-2 relies on self-reporting by children and adolescents, and also includes versions for teachers and caregivers. The inventory can be administered and scored in a paper and pencil format or online. In the current study, only the self-report form for children was utilized. The instrument prompts youth to consider their symptoms over the past two weeks. The inventory identifies several key depressive risk factors, including emotional problems, functional problems, negative moods, negative self-esteem, ineffectiveness, and interpersonal problems. Reliability measures for the CDI-2 range from .75-.91, indicating moderately high-to-high levels of consistency in identifying depressive symptoms. Internal consistency in the literature ranges from .79-.89, and test-retest reliability following 2-4 weeks ranges from .92-.98. Discriminant validity has been demonstrated at approximately 80%, indicating a strong ability to identify those children who have depressive symptoms from those who do not [25] .
Revised Children's Manifest Anxiety Scale (RCMAS-2)
The RCMAS-2 is a self-reporting instrument designed to gather and rate the nature of anxiety experienced by children and adolescents aged 6-19 years. Questions are posed as "yes/no" items. A "yes" response indicates that the item in question describes the respondents feeling and actions. A "no" response indicates that the item is generally not descriptive of the respondents feelings and actions. A total anxiety score is calculated on the basis of 28 items divided into three subscales measuring (1) physiological anxiety (such as sleep difficulties, fatigue, and nausea), (2) worry and over-sensitivity (such as obsessive concerns about having one's feelings hurt or feeling emotionally isolated), and (3) social concerns related to interpersonal relations and levels of concentration. The scale also contains a "Lie" subscale assessing the respondent's level of lie or anxiety on that subscale. Since the scales are self-reported, the lie subscale is used to detect respondents who are "faking" being good by answering in the affirmative to questions they know would reflect upon them positively [26] .
Several studies have established the reliability of RCMAS as a self-reporting instrument to measure for child anxiety and predicted relationships between anxiety, depression, PTSD, delinquency, age, sex, and somaticism [26, 30] . Psychometric evaluations have also established reliability of the CMAS in American, German, Spanish, and French-Canadian populations [31] [32] [33] . Evidence for the construct validity of the RCMAS has been obtained in numerous studies based on observed correlations predicted between anxiety, depression, PTSD, delinquency, age, and sex [34] [35] [36] [37] .
Hostility toward Women Scale (HTWS)
The HTWS provides a measure of anger and resentment toward women. The instrument contains 30 items and utilizes a 4-point Likert scale, which ranges from "strongly agree" to "strongly disagree". The HTWS was initially developed for adult populations, however the instrument is constructed at a sixth grade level, making it available for use with adolescent populations. Research on validity and reliability for the HTWS is limited; however several studies report a Cronbach's alpha of .80 for reliability, with a test/retest reliability of .83. Work by the HTWS authors has also demonstrated over several studies that the HTWS has predictive validity for rape-related attitudes, motivations, and behaviors. With juveniles with sexual behavior problems, attitudes toward women can also be influenced by negative relationships with mother or other females, which can contribute to violence against women and girls [38] .
Bumby Cognitive Cardsort RAPE and MOLEST Scales
The Bumby RAPE and MOLEST scales have been utilized to evaluate adult sexual offense in order to distinguish cognitive distortions displayed by rapists and child molesters. The use of a cognitive distortions scale reflects the realization that cognitive and perceptual distortions are critical elements in the assessment and treatment of offenders. The basic premise that underlies the use of these types of scales is that juveniles with sexual behavior problems often have distorted perceptions with regard to themselves, their sexuality, their relationships to others (especially with regard to their relationships as men toward women), and the nature and severity of sexual aggression and sexual contact. The RAPE Scale is a self-report instrument wherein respondents rate their agreement to 36 statements reflecting attitudes toward women. Studies have established good reliability of the RAPE Scale. Reliability measures using Cronbach's alpha indicate excellent internal consistency and strong correlation between hostile attitudes toward women [35, 38] .
Procedure
All participants were informed of the voluntary nature of the research and were able to give assent and informed consent. Parents or guardians were also contacted for consent prior to beginning the study. Participants were randomly assigned to either the control or experimental condition by placing all names in a bowl and drawing them out, much like a lottery system. Roughly half (n=10) were assigned to the experimental group and the other half (n=9) to the control group. A pretest/posttest design was utilized. The pretests were administered before treatment began. Participants were asked to fill out a demographic questionnaire and were administered each of the measures in group format. Therapists and staff at the secure care program were also trained in the use of the risk/needs assessment tools and the Louisiana treatment program for juveniles with sexual behavioral problems selected for this study before treatment began. Once training was completed and the experimental and control groups designated, the experimental group received the 12-week treatment program and the control group received treatment as usual. After the experimental period of 12 weeks, participants in both groups were re-administered the assessment inventories as a posttest measure.
RESULTS
Demographical Summary
Participants in this study were recruited from the juvenile population of adjudicated, male juveniles with sexual behavior problems between the ages of 12 and 20 years of age at a treatment program. Twenty-one individuals participated in the study, four of whom were of European decent, one Hispanic, three Native American, nine Multi-Ethnic, and four "Other". All the participants had at least a 6th grade education. Eightyfive percent of participants reported having served time in a secure care facility (juvenile prison) prior to their present placement in the study facility. Only 38.1% reported receiving prior treatment for sexual offenses. However, 52.4% reported incidence of having been the victim of prior sexual abuse. All of the juveniles were adjudicated with a sex crime and were involved with the state department of juvenile justice. The greater majority, 99%, of the sexual crimes committed by the participants in this study consisted of lewd and lascivious sexual conduct with a minor under the age of sixteen. One participant had been charged with rape and one other participant's charge of assault and battery had been reduced to a charge of lewd and lascivious conduct with a minor under the age of sixteen. For additional demographic information, please refer to Table 1 . 
Statistical Analyses
Because the sample size of the current study is small, caution is required in generalizing the results. However, despite the sample size and limited statistical power, the results make an important contribution to the literature. For example, the opportunity to utilize an experimental design with random assignment to two conditions is not seen frequently in the literature, although many researchers continue to call for these types of designs [20] . Despite limited statistical power, the following results add to the growing treatment literature in a unique way while emphasizing the need to utilize this design on a larger sample size in the future.
Preliminary Group Comparisons
Prior to conducting the inferential analyses to test the respective hypotheses, the groups were compared to determine if any differences were present among the main construct pre-test scores. After two participants from the experimental group were excluded due to extreme scores, the pre-test scores for the final control group (n = 9) and experimental group (n = 10) were analyzed using a series of independent t-tests. No significant differences were found at the p = .05 level for all pre-test scores on the CDI-2. RCMAS-2, HTW, RAPE, and MOLEST scales. There were also no significant differences found based upon age, grade, number of sexual offenses, or time served between the control and experimental groups.
Analysis of Hypothesis 1
Hypothesis one proposed that participants in the experimental group would collectively experience greater reductions of depression, anxiety, negative attitudes, and cognitive distortions than those in the control group. Since there were no significant group differences in pre-test scores as noted in the preliminary group comparisons, a one-way between groups multivariate analysis of variance (MANOVA) was performed to investigate differences between the control and experimental groups on the combined dependent variables (DVs) as measured by the CDI-2, the RCMAS-2, the HTW, and the RAPE and MOLEST scales. Preliminary assumption testing was conducted and showed minor violations in univariate normality, but no other serious violations noted in multivariate normality, outliers, or linearity. In reference to multi-colinearity, there were some concerns over the weak correlations between the majority of DVs, but no strong correlations were found as a violation. Results from Box's test did not indicate a violation of homogeneity of variance-covariance; thus, Wilk's Lambda was utilized to interpret multivariate results. There was not a statistically significant difference found between groups on the combined dependent variables, F (5, 13) = 1.26 p = .34; Wilk's Lambda = .67, partial eta squared = .33, rejecting this hypothesis. As the main effect was not significant, no further interpretation was made. Table 2 provides a summary of the multivariate effects for Hypothesis 1.
Analysis of Hypothesis 2
To specifically investigate if participants in the experimental group exhibited greater reductions in cognitive distortions than the control group, two independent samples t-tests were conducted on the differences in MOLEST and RAPE scores following the intervention. Table 3 provides a summary of these results for Hypothesis 2.
It was also of interest to investigate each group independently to see if there were any significant A non-parametric analysis was also utilized to examine the MOLEST and RAPE scores given the small sample size within the experimental and control groups. A Wilcoxon test was conducted as an alternative to the t-tests noted above to evaluate whether or not there were differences among pre and post tests on the MOLEST and RAPE scales within the experimental and control groups. For the experimental group, the non-parametric results indicated no significant differences in RAPE pre and post scores, z = -1.74, p = .08, but a significant difference in MOLEST pre and post scores, z = -2.31, p = .02. For the control group, the nonparametric results confirmed the parametric analyses and indicated no significant differences in RAPE pre and post scores, z = -o.98, p = .33, and no significant differences in MOLEST pre and post scores, z = -1.54, p = .12.
DISCUSSION
Although consisting of a small sample size, the current study provides preliminary support of the Louisiana treatment program for juveniles with sexual behavior problems through a randomized, quasi-experimental design not frequently available in the juvenile sex offense literature. The reduction of cognitive distortions utilizing the said treatment protocol speaks to one of the strengths of this integrated treatment approach. Cognitive distortions can be utilized by juveniles with sexual behavior problems to justify their thoughts and behaviors related to offending. They can also help to minimize shame and guilt related to offenses, and can continue despite arrest, sentencing, and treatment [17] . Focusing on cognitive distortions has been identified as an important element in the juvenile sex offender treatment literature, although the exact mechanisms of change are not known [24] . Providing evidence that a systematic protocol targeting cognitive distortions as part of the treatment curriculum is one strength of the current study. Additionally, the fact that cognitive distortions mildly increased in the treatment as usual (control) group further supports the Louisiana treatment program for juveniles with sexual behavior problems in targeting these problematic beliefs.
The fact that the experimental group did not show decreases across the other psychopathological measures-the CDI-2, the RCMAS-2, and the HTW warrants further consideration. Although a large percentage of juveniles with sexual behavior problems have endorsed symptoms of depression at some point in their treatment, symptoms of depression can wax and wane naturally based on numerous factors, including interpersonal events and neurochemical changes which can be common in adolescence. Likewise symptoms of anxiety can also be more situational [13] . In considering hostility towards women, more complex treatment may be needed based on interpersonal factors to reverse such attitudes [21] . Sample size may also have been a factor in the lack of change for the experimental group, which warrants studies with larger population samples to further investigate.
Limitations of the Current Study
The most important study limitation for the current study is the population size. While most treatment facilities for juveniles with sexual behavior problems house under 50 juveniles, this study focused on 19 participants who agreed to participate. Clearly this limits generalizability of the study, although the preliminary findings lay an important groundwork for future studies involving more than one facility. Additionally, the measures were self-report which can introduce additional bias into the findings. While the CDI-2 and the RCMAS-2 were written for child and adolescent populations, the RAPE and MOLEST scales as well as the HTW were written for adult populations. The need to further evaluate effectiveness of these instruments within the juvenile population is also warranted.
The time frame utilized for the current study could also be considered a limitation. While it is encouraging that statistically significant results regarding cognitive distortions could be obtained in a brief span of 12 weeks, additional follow up will be needed to determine if therapeutic gains are maintained. Also, as previously discussed, most outcome literature for juveniles with sexual behavior problems utilizes measures of recidivism to determine treatment success. While the Louisiana treatment program for juveniles with sexual behavior problems have demonstrated reduced recidivism elsewhere in the literature, the main focus of the current study was to provide additional factors to consider in treatment outcome studies. This study did not examine recidivism, as the duration was twelve weeks and the participants were still involved in active treatment. However, considering recidivism in addition to the other measures utilized in the study would add another important contribution so the literature.
CONCLUSION
The results of the current study provide reasonable support for the Louisiana treatment program for juveniles with sexual behavior problems in the treatment of juveniles with cognitive distortions through an experimental design. This study further demonstrates that tendencies toward sexually maladaptive behaviors based on cognitive distortions can be amenable to improvements through the use of treatment services. The empirical data obtained through the current research further contributes to a growing body of empirical evidence supporting the use of the Louisiana treatment program for juveniles with sexual behavior problems as a best practice alternative to other treatment modalities.
